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South Carolina Health Insurance Pool 
(SCHIP)  

P.O. Box 61173 • Columbia, SC  29260 

MEDICARE SUPPLEMENT APPLICATION  
FOR PERSONS UNDER 65  

Phone: In Columbia Area: 803-264-6401 
Outside Columbia Area: 800-868-2500, Ext. 46401 

Tell Us About Yourself (Please print. Answer all questions.) 
Social Security Number:       –     –          Male    Female Home Phone Number   
Name      Birthdate  / /  Email Address  
Address  City  State  Zip   
Which Plan are you Applying for 
Which Plan are you applying for?                 Plan A                Plan C 
We will automatically receive all claims filed to the S.C. Medicare Administrator. (You would need to file all claims from any other state directly to us.)  
Billing Information 
How do you wish to be billed?  Monthly Bank Draft*  Monthly Billing    
* If you choose Monthly Bank Draft, complete the authorization agreement on the back of this form and attach a voided check along with your first 

premium.  
Requested Effective Date: 1st       15th   
Medicare Information 
Date of enrollment in Medicare Part A: / /  Date of enrollment in Medicare Part B: / /  
Please enter your Medicare number, which is on your Medicare card:    
Complete Only if Applicant is Under Age 18 or Legally Incapacitated 
The Responsible Party applying for this coverage is the applicant’s:  Parent  Grandparent  Legal Guardian (papers attached) 
Responsible Party has been a South Carolina resident continuously since   /   /  . 
Full Name of the Responsible Party  Business Phone Home Phone  
Street Address  Apt # City State   Zip    
Eligibility Requirements  
Residency: Applicant must be under age 65, have Medicare Parts A and B due to disability and be a Resident of South Carolina. “Resident” means any 
person who has resided continuously in a place of permanent habitation within the State of South Carolina for at least 30 days immediately before this 
application for supplemental insurance. If the applicant is under 18 or legally incapacitated, the Responsible Party must also be a Resident of South 
Carolina.  
The applicant (and Responsible Party if applicable) must include a copy of one of the following documents with the application or other evidence showing 
residency for at least 30 days prior to the date of application: rent receipts, mortgage payment receipts, property tax receipts, utility bills or South Carolina 
driver license. The Administrator may request other documentation.  
If the applicant is under the age of 18 and enrolled in school or daycare, the Parent or Legal Guardian must include a notarized statement executed by 
the school or daycare with the application. The notarized statement must include the name of the facility in which the child is enrolled, the facility’s 
address, phone number and the period of time enrolled. If the applicant is not enrolled in school or daycare, the application must include documentation 
or evidence of residency as requested by the Administrator.  
If the applicant is legally incapacitated, the application must include any documentation or evidence of residency available and/or documentation 
requested by the Administrator.  
Applicant has been a South Carolina resident continuously since   /   /  .  
Consumer Protection Information 
 You may be eligible for benefits under Medicaid and may not need or be eligible for this Medicare supplement policy. 
 If, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under your Medicare supplement policy can be 

suspended, if requested, during your entitlement to benefits under Medicaid for 24 months. You must request this suspension within 90 days of 
becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your policy (or, if that policy is no longer available, a substantially equivalent 
policy) will be reinstituted if requested within 90 days of losing Medicaid eligibility. If your policy provided coverage for outpatient prescription drugs and 
you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will 
otherwise be substantially equivalent to your coverage before the date of suspension. 

 If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you later become covered by an employer or 
union-based group health plan, the benefits and premiums under your Medicare supplement policy can be suspended, if requested, while you are 
covered under the employer or union-based group health plan. If you suspend your Medicare supplement policy under these circumstances, and later 
lose your employer or union-based group health plan, your suspended Medicare supplement policy (or, if that policy is no longer available, a 
substantially equivalent policy) will be reinstituted if requested within 90 days of losing your employer or union-based group health plan. If the Medicare 
supplement policy provided coverage for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the 
reinstituted policy will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage before the date of 
suspension. 

 Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement insurance and concerning 
medical assistance through the state Medicaid program, including benefits as a Qualified Medicare Beneficiary (QMB) and a Specified Low-Income 
Medicare Beneficiary (SLMB). 

(continued on back)  
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To the Best of your Knowledge 
Note: If you are replacing your current Medicare supplement coverage, group coverage or Medicare HMO coverage with the SCHIP Medicare supplement 

coverage, the pre-existing condition exclusion is waived to the extent to which similar exclusions, if any, were satisfied under the prior coverage. If you 
obtain this coverage, you must cancel the other policy. 

1. Do you have another Medicare supplement policy in force? .............................................................................................................. Yes No 
 (a) If so, with which company?   
 (b) If so, do you intend to replace your current Medicare supplement policy with this policy?.............................................................. Yes No 
2. Have you had coverage under any other health insurance coverage within the past 63 days? (For example, an employer, union, or individual plan)  Yes No 
 (a) Is so, with which company?   (b) What kind of policy?   
 (c) What are your dates of coverage under the policy? START  / /     END  / /  (If you are still covered under the other 

policy, leave “End” blank.) 
3. Is this coverage replacing any insurance coverage that you are no longer eligible for? ......................................................................... Yes No 
 If so, please tell us what kind of policy it was and with what insurance company     
4. (a) If you had coverage from any Medicare plan other than original Medicare within the past 63 days (for example, a Medicare Advantage plan, or a 

Medicare HMO or PPO, fill in your start and end dates below. If you are still covered by this plan, leave “End” blank.  
  START  / /     END  / /  

(b) If you are still covered under the Medicare plan, do you intend to replace your current coverage with the new Medicare supplement policy? ..…. 
   ......................................................................................................................................................................................................... Yes No 
 (c) Was this your first time in this type of Medicare plan? .................................................................................................................... Yes No 
 (d) Did you drop a Medicare supplement policy to enroll in the Medicare plan? ........................ (If yes, cancel date  / / ) Yes No 
5. Are you covered for medical assistance through the Medicaid program? NOTE TO APPLICANT: If you are participating in a “Spend-Down Program”  
 and have not met your “Share of Cost,” please answer NO to this question........................................................................................... Yes No 
 If yes, (a) Will Medicaid pay your premiums for this Medicare Supplement Policy? ............................................................................. Yes No 
  (b) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare Part B premium? .................. Yes No     
Please Read and Sign this Portion of the Enrollment Form 
READ CAREFULLY BEFORE SIGNING: I represent that the foregoing statements are true and accurate to the best of my knowledge and belief. I 
understand that this application will not be processed until the Administrator receives this application, required proof(s) of eligibility and the full initial 
premium. I certify that in the event I obtain other comparable health insurance or change my residency from the State of South Carolina, I will provide 
written notification of the coverage and/or my new address to the Administrator.    
I hereby authorize the release of all past and future medical records needed to process this application or claims to the Administrator, or its 
representative.  I also authorize release of Medicare Part A and B claims information needed to process claims. A photocopy of this authorization shall be 
as valid as the original.  
I acknowledge receipt of a SCHIP Medicare Supplement Outline of Coverage, which was provided to me with the application.   
I understand that if I am accepted, this coverage may be terminated if the Administrator finds that I misled the Administrator about any other coverage I 
have or the risk it is assuming on this application. I also understand that no healthcare provider, health entity, public or private institution, or any 
other person or entity which does not have an insurable interest may be responsible for any premium, deductible or coinsurance for this 
policy.  
I understand that I must be a South Carolina resident, have both Medicare Parts A and B due to disability and be under age 65. 
 
          
Applicant’s Signature: Date Signed Signature of Responsible Party Date Signed  
If you choose Monthly Bank Draft, complete the authorization agreement below and attach a voided check 
COMPANY NAME: South Carolina Health Insurance Pool COMPANY ID NUMBER: 320410251 
I authorize the South Carolina Health Insurance Pool to initiate debit entries to my checking account below and the Bank named to debit my account.  
BANK NAME   BRANCH     
 CITY  STATE   ZIP   BANK ROUTING NUMBER      
   ACCOUNT NUMBER   NAME ON ACCOUNT    
This authority is to remain in force until the Bank has received written notification from me of its termination in such time and in such manner as to afford 
the Bank a reasonable opportunity to act on it. A customer has the right to stop payment of a debit entry by notifying the Bank prior to charging the 
account. If an erroneous debit entry is initiated by the South Carolina Health Insurance Pool to a customer’s account, the customer shall have the right to 
have the amount of the entry credited to his/her account by the Bank. If, within 15 calendar days following the date on which the Bank sent to the 
customer a statement of account or written notice pertaining to the entry or 46 days after posting, whichever occurs first, the customer shall have sent to 
the Bank a written notice identifying the entry, stating that the entry was in error and requesting the Bank to credit the amount to his/her account. 
 
PRINT YOUR NAME   SIGNED X   DATE    
For Use of the Administrator 

Effective Date Accept Reject Waiver Code 
      
       


